R esearch has not yet adequately explored the potential interplay between the physician's gender and the patient's perception of the service quality. Although various studies have covered the measurement of service quality in the hospital industry, the gender perspective has not been touched on signifi cantly. This study is a review article that aims to explore how gender matters to the physician-patient interaction in the service setting. It discusses the patient's responses to physicians of different genders and the behavior of physicians of different genders. Consequently, it was found that gender is one of the factors that infl uence the physician-patient interaction and patients' perception of the doctor's competence. The gender of the physician as well as the patient could infl uence the communication level in medical encounters. Gender-based stereotypes in the service encounter could also affect the patient-physician interaction and the evaluations that patients give to physicians. Moreover, it was discussed that traditions, religion, culture, stereotypes and past experience serve as a foundation for customers to form a preference for the physician's sex. The relationship between the physician and the patient is shaped by many factors lying on both the patient's and the doctor's side. These factors include the difference in communication style between males and females, the patient-physician gender dyad, the difference in personality traits between males and females. All these factors fall under the service dimension that is essential in measuring the quality of service.
INTRODUCTION
With a glimpse of thought, one might think that either masculine or feminine is the character that could best describe a physician. Which gender pops up in your mind fi rst when you think of a doctor? This kind of question has been asked in the research to test how people instantly associate gender with the profession, which is commonly understood as "unconscious stereotypes" or "implicit bias". For example, Cao and Banaji (2016) revealed that the image of a female relevance to form an inclusion set that relates back to the research problem. Different medicine and psychology journals and databases were covered such as PubMed and PsyInfo. The articles reviewed are studies of the period 1974-2015.
THEORETICAL BACKGROUND

Doctor-Patient Interaction
The medical service outcome is at the best level when medical examination is accompanied by focused interpersonal relations such as showing more support and responding to the emotions of patients. When patients learn that their pain and feeling are being shared by the physician as a partner, they become more relieved and put trust in the physician. A good rapport can help bring about the desired and speedy recovery of a particular patient. The relationship between the doctor and the patient plays a signifi cant role in healthcare delivery. As depicted in Figure 1 , a medical visit has a major role in the process of care and has several inputs and outcomes. Both the physician and the patient bring in their own communication styles, attitudes, beliefs, expectations, and sociodemographic characteristics to the medical service encounter. The outcomes of a medical consultation include: utilization of healthcare resources, professional satisfaction, the physician's knowledge of the patient's problems and the patient's immediate (change in concern, satisfaction with the visit, and recall of information given), intermediate (adherence to recommendations), and long-term (change in health status) outcomes (Roter et al., 2009) . 
Doctor-patient interaction inputs and outcomes
DOCTOR
Patient's Attitudes Towards the Physician's Sex
Gender is one of the factors that infl uence the patient's perception of a doctor's competence. Couch and Sigler (2001) investigated how patients categorize specialties based on gender of the physician. In their study, respondents were given three categories: feminine, masculine and neutral. They were told to classify a list of medical specialties under each category. Based on the result, respondents were likely to perceive that occupations such as cardiologist, orthodontist, and surgeons were "masculine". Nurses and psychologists were perceived as "feminine" whereas dermatologists and psychiatrist were perceived as "neutral" specialties. Biased perceptions of medical professions such as classifying physicians based on their gender rather than their competence and associating gender with the specialties are the stereotypes mostly seen in the medical fi eld. In the history of the medical profession, women have been regarded as less competent and less experienced than their male counterparts all because of the stereotypes that people hold towards women. For example, the studies of Decker (1986) and Engleman (1974) showed how female physicians were questioned for their skills and competence. Albrecht et al. (1977) also claimed that patients believed that males were better suited to be doctors than females. This belief was refl ected by both adults and children. 5 to 10 years old children rated a female doctor as being less competent than a male doctor (Cann & Garnett, 1984) . Recent studies show that this biased perception and stereotypes have somehow diminished over time but have not totally vanished. For example, while male physicians are perceived to be more competent than female doctors, female physicians are rated with greater empathy and care for patients (Nicolai & Demmel, 2007; Smith & Dundes, 2007) .
DISCUSSION
Communication in the Medical Service Encounter
Communication is one of the service quality dimensions on which customers base their evaluation and measurement. This dimension is very important to establish a good relationship with customers, impacting the overall service outcome in a positive way. Especially in the hospital industry, a good patient-physician relationship is one of the qualities used to measure the service quality. Patients expect their physician to initiate communication, build a relationship with them and maintain it in a comfortable and professional way. Everything being said, the gender of the physician could infl uence the communication level in medical encounters. I believe that gender is signifi cantly related to communication and gender-based stereotypes in the service encounter could affect the patient-physician communication.
For example, fi rst, basing on the physician's gender and the associated stereotype, patients may generate assumptions about the qualifi cation and competence of the physician prior to the service encounter. It is common in public health centers that patients do not know the gender of the doctor until the fi rst service experience. If the patient was expecting the doctor to be a man with the belief that man is the most competent for the service, the patient may be disappointed if the doctor happens to be a woman. The same applies to a patient who was expecting a woman physician and ends up with a man physician. Such incongruence may result in the discomfort of the patient in communicating with the physician. Patients may also show less attention to the comments and advice of the physician if they hold a stereotype that the doctor is incapable. Second, the gender of the physician affects the interaction in such a way that for treatments which need some sort of open discussion between partners and where patients need to expose their body including their private part, it is highly unlikely that patients prefer to visit the oppositesex physician. For instance, women patients would like their gynecologist to be a woman. If the (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) doctor is male, the patient may be uncomfortable in discussing with the doctor. This could limit communication between the partners, which results in dissatisfaction of the patient.
The Difference in Behavior Between Male and Female Physicians
Since physician-patient communication can have a signifi cant effect on the outcomes (e.g. satisfaction and health improvement) (Stewart, 1995) , it is worth studying the possibility that the physician's gender may infl uence communication in the medical encounter. Male and female physicians show a considerable difference in behavior. Although the quality of medical information provided is similar between the two genders, a difference exists in how physicians interact with their patients. The difference is believed to be due to the behavioral practice of males and females. For example, female physicians show interest in socializing and building a relationship with their patients during consultations. They are more likely to share emotions and information, involve patients in a discussion, encourage them to express themselves, talk more, engage in participatory decision-making, building a partnership with patients (Roter et al., 2001) , ask closed questions, show warmer behavior, display positive nonverbal communication, for example, nodding, smiling and a friendly tone of voice (Roter et. al., 2002) , and they interrupt patients less than male physicians do (Rhoades, 2001) . While male physicians are goal-oriented and tend to spend more time on discussing medical treatment issues as pros and cons of the treatment Nicolai & Demmel, 2007) , studies of Franks and Bertakis (2003) and Roter and Hall (2004) indicated that women doctors spend much more time with their patients and communicate better than male doctors who seem to focus only on information concerning the illness and symptoms of patients.
Concerning the mechanics of physicians in diagnosing the patient, studies have shown that more of the preventive screening is done by female physicians than male physicians (Henderson & Weisman, 2001; Rondeau et al., 2006) . Women doctors are more likely to spend time on counseling patients. It has been reported that male physicians put more emphasis on biomedical aspects of illness and referrals for cardiac catheterization procedures than female physicians (Rathore et al., 2001) . In sum, women physician exhibit patient-centered behavior that is more caring and sharing as they are in social relations or non-clinical populations (Roter & Hall, 2004; Roter et al., 2002) .
Patient-Physician Gender Dyad in a Medical Encounter
Gender has an infl uence on both ends of the physician and the patient. Physician-patient communication can also be associated with the patient's gender. Male and female patients exhibit different behavior during a medical examination. For instance, a female patient tends to interact more actively, ask more questions, express emotions freely, engage in partnership easily, show more interest. Male patients, on the other hand, feel reserved, less engage in discussion and talk more about facts only (Hall & Roter, 1995; Stewart, 1983) Another interesting fi nding explains that male patients have shorter and less participatory visits when examined by a male doctor. Female patients showed a relatively longer visit when accommodated by female doctors (Kaplan, 1995) . While consulting, physicians tend to display more emotional and egalitarian behaviors towards female patients than toward male patients. Moreover, physicians also show more dominant behaviors toward female patients than toward male patients (Hall & Roter, 1995 , 1998 Rhoades et al., 2001) .
Because of the patient-centered communication shown by women physicians, patients consulted by a women physician have a closer relationship, show a more positive interaction such that they agree more, talk more, give more psychological information and medical information (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) than when consulting a man physician. They also show positive nonverbal communication such as smiling and gazing. When compared to a male physician, patients of female physicians act in a dominant way, feel more empowered, interrupt conversations and ask more questions. All in all, women physicians' patients are more likely to be participative than male physicians' patients (Dindia & Allen, 1992; Hall & Roter, 1998) .
Female physician-female patient dyad: As patients' behavior differs by sex, so does their satisfaction level with the sex of the physician. Female patients were more satisfi ed with a female physician than a male physician (Derose et al., 2001 ) and expressed more willingness to visit female physicians than male physicians (Shah & Ogden, 2006) . The dyad is characterized by longer consultation hours , more intensive psychological discussions, eye contact ( Van den Brink, 2002) , equal amount of speaking time of the physician and the patient (Hall et al., 1994) , more patient-centeredness (Law & Britten, 1995) , and more coordination of behaviors between the parties (Koss & Rosenthal, 1997) .
Women patients tend to perceive female physicians' behavior toward patients as having both technical and interpersonal qualities while male physicians were perceived by patients as either low on both dimensions or as only instrumental (Shapiro et al., 1983) .
Female physician-male patient dyad: The interaction between a female physician and a male patient is characterized by uneasiness felt by both partners, higher incongruence and discordant behaviors. This can be explained by the stereotype associated with sex and position. A woman physician in a higher position and a male patient in a subordinate position challenge the sex-based stereotype (Carrard & Mast, 2015) .
Male physician-male patient dyad: This dyad is characterized by the shortest visit time, the willingness to openly disclose symptoms to a physician, power differences between the two parties where the male physician shows high verbal dominance over the male patient (Carrard & Mast, 2015; Roter & Hall, 1991) , the shortest visit time and the highest level of the physician's verbal dominance.
Male physician-female patient dyad: This dyad accommodates the least amount of the physician's patient-centeredness (Law & Britten, 1995) .
Patient-Physician Relationship and Satisfaction
Since medical services are characterized by a high level of uncertainty and risk, patients assess the service quality on the basis of therapeutic value and doctor-patient relationship rather than professional knowledge (Berry & Bendapudi, 2007) . A well-constructed patient-physician relationship helps to resolve the patient's dilemmas and uncertainties in medical services.
The relationship between the physician and the patient is shaped by many factors lying on both the patient's and the doctor's side. The relationship is the result of interactions between both parties at the doctor's offi ce (Bishop, 2009; Leventhal, 2008; Spake, 2009) . These factors include the assessment of the physician's competence, psychological comfort level of the patient, empathy, the understanding capacity of the doctor, attention, kindness displayed by the doctor (Gruber & Frugone, 2011; Winsted, 2000) , privacy, confi dentiality, as well as integrity. All these factors fall under the service dimension that is essential in measuring the quality of service. Research shows that age, gender or nationality of the physician may infl uence the relationship between the patient and the physician and, in effect, the results of treatment (Shaha & Ogdenb, 2006) .
Patient-centeredness has shown a positive outcome for patients as well as for physicians. Patients trust patient-centered physicians more, are more satisfi ed (Aruguete & Roberts, 2000; Bensing et al., 2001 ) and comply better with the physician's comments and recommendations on the treatment. Consequently, qualities of female doctors such as the ability to behave in a patientcentered style, providing emotional support, positive talk, and partnership building have shown (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) to be related to a positive outcome which could also lead to customer satisfaction (Ambady, N., LaPlante, D., et al., 2002; Ambady, N., Koo, J., et al., 2002; Aruguete & Roberts, 2000; Bensing et al., 2001; Bertakis et al., 2000) . If the patient-centeredness is indeed a major factor in determining patients' satisfaction, this would make female physicians' patients more satisfi ed than patients of male physicians. Unfortunately, that is not always the case. It does not guarantee that female physicians have more satisfi ed patients or a higher evaluation compared to male physicians due to stereotypes. Although it was reported that female physicians are more focused on patients' emotional concerns and patients treated by female physicians are more likely to show progress in their health , there is only a very small signifi cant difference in patient satisfaction between female physicians and male physicians with the difference favoring female physicians (Hall et. al., 2011 ). Here we can observe a paradox which can be explained by the stereotype (Carrard & Mast, 2015) . Now that we have seen evidence that women physicians' behavior and orientation are more regarded as interpersonal and patient-centered, which leads to a higher satisfaction of patients, it is clear that "stereotypes" take the role for underestimation and devaluation of women physicians.
Gender Stereotypes and Patient Preference for the Physician's Gender
A stereotype is what a person belonging to a specifi c group is typically like or how he/she behaves (Burgess & Borgida, 1999; Heilman, 2001 ). For example, women are expected to be soft, sociable, caring, indecisive, emotional, weak, gentle, and nurturing whereas men are expected to be strong, bold, agentic, aggressive, and rational. If women behave in any masculine way, the gender prescriptive stereotypes overlap with the descriptive ones. Thus, women are expected to portray the behaviors that stereotypically match their sex but if they do not or probably show stereotypically male characteristics, they will get a negative feedback.
The lack-of-fi t model (Heilman, 1983 (Heilman, , 1995 is the state when the expectations about the characteristics of a job are congruent with the attributes stereotypically associated with the person in the job, and then the evaluation will be positive. However, when there is a lack of congruence between the characteristics associated with the job and those associated with the person, the evaluation of the person will be negative. The lack-of-fi t model can be applied in the healthcare profession. Women are stereotypically seen as low in status but if a female physician who is expected to be low in status, caring and sociable behaves in a typically male way as powerful and agentic, she will be negatively evaluated. Thus, a female physician showing less patient-centered communication will receive a more negative evaluation and when she behaves in a typically female way, she is positively evaluated (Carrard & Mast, 2015) .
This argument is also supported by another fi nding. Patients reported more satisfaction with a female physician when her behavior matched what is stereotypically expected from her gender, i.e. softer and gazing. However, patient satisfaction ratings for male physicians seemed less dependent on their gender-congruent behavior (Schmid et al., 2008) .
Evidence shows that (e.g. Hall et al., 2014) when women exhibit patient-centered behavior, they do not get credit for that because that is what they are expected to be. However, when they do not practice such behavior, they obtain an unfavorable evaluation. In contrast, men do get credit when exhibiting patient-centered behavior because it makes them seen as extraordinary or going the extra mile to accommodate their patients and this gets noticed by patients in a favorable way. This can be explained by the lack-of-fi t model where the level of expected patient-centered behavior and the level of actually shown patient-centered behavior seem to be the driving factor for how patients evaluate their physicians.
Patriarchal societies marked by deep gender inequities also affect female physicians' interactions with their patients that consequently infl uence the output. Women physicians in such societies experience discrimination within the workplace and the society at large, which could be [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] refl ected in their interaction with their patients (Govender & Penn-Kekana, 2008) . For example, a qualitative study of the experience of female community-level workers in Pakistan reported the frustrations and discrimination that female workers face and their impact on their interaction with patients:
"When I leave home to come to the Basic Health Unit I need to travel by local transport, and there are men who offer a lift or pass comments. I feel so bad and insulted that when I reach the Basic Health Unit I misbehave with my patients" (Mumtaz et al., 2003, p. 264) . Women physicians challenged with verbal assault in their workplace and community would not perform the service at their best, which could consequently negatively affect their service evaluation.
Patients, regardless of sex, often vary their responses depending on the physician's gender. Traditions, religion, culture and past experience serve as a foundation for customers to form preference for the physician's sex. These factors should not be forgotten when researching patient satisfaction with service quality as they signifi cantly infl uence the patient's choice of physician. Patients preference for the physician's gender could be structured by norms such that the patient or his/her family may feel that it is unacceptable to see a healthcare worker of another sex (Govender & Penn-Kekana, 2008) . Gender concordance between the provider and the patient is important in highly patriarchal societies, where socio-cultural and/or religious norms and practices demarcate gender roles and restrict social and physical contact between men and women (Govender & Penn-Kekana, 2008) . For example, in some regions where Islam is strictly practiced, it is unlikely for a woman to go to a male doctor if she has to choose between a man and a woman. The cultural restriction on women not to interact with men makes it diffi cult for women patients to be diagnosed by a male physician. Clearly, the gender of the physician affects the patient's degree of comfort during medical examination, especially where a female patient has to go naked in front of a male physician. A qualitative study carried out in Cuba, Thailand, Saudi Arabia and Argentina examined the experiences of women seeking antenatal care and found that due to cultural reasons female doctors were more preferred by Saudi and Thai women (Arabia et al., 2003) .
Another concern to be addressed in the patient's preference for the physician's gender is 'abuse'. The abuse of patients by healthcare providers is a critical issue that frames the relationship between the physician and the patient. A female patient who was abused in the past by her male physician would be less likely to visit a male physician again. The nature of the patient-provider interaction involves an intimate relationship, power, and control where the physician holds knowledge and access to the treatment that the patient seeks to regain health. With the cover of such power and superiority, the physician may take advantage of the patients. Especially women are vulnerable to sexual, verbal and physical abuse.
CONCLUSION
This paper has presented evidence that gender plays a role in the physician and patient interaction. It concludes that gender, either alone or in combination with other factors of service dimensions, infl uences interactions between the physician and patients. Female and male physicians exhibit somewhat different communication behavior in medical practice. Likewise, patients of different genders have different communication behavior and expectations of male and female physicians. Women physician are shown to have more patient-centered behavior than their male counterparts, which leads to a positive medical outcome and the patient's satisfaction. However, gender stereotypes hold women physician away from getting positive evaluation and feedback in their job. Occupational segregation and distribution of women and men in the social roles have resulted in implicit bias towards women physicians. The myth "doctors are men" has been persisting for centuries creating a demarcation in the profession. Women are more regarded as nurses than doctors and their skills are marginalized. However, as the women participation
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Versavel Tecleab Haile 29 (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) in the medical profession has increased and more patients are treated by a growing number of women physicians more than ever before, the patients' stereotypes and biases toward female physicians may eventually deteriorate. Negative evaluation of women physicians is mostly not because they lack the ability and competence but it has more to do with a lack-of-fi t model and gender role incongruence. The image that women have in the society infl uences the level of their acceptance as physicians. Much of the gender discrimination in medical jobs is almost implicit or unconscious, refl ecting the norms of the society in which both the health worker and the patient are based. By being made mindful of these biases and of how these inclinations result in workers giving distinctive treatment to various patients for no clinical reason, physicians may become more refl ective about their practice. Physicians additionally should be made mindful of the sexual orientation elements that exist and affect how and when people need healthcare and how they discuss their problems and symptoms with physicians. Physicians should be mindful about the limitations that women face during a medical examination, mindful of how the process of the healthcare will affect women and mindful of the social stigma that is connected to the ailment of women, and this will empower them to provide better care (Thorson & Johansson, 2004) . Physicians likewise should be taught about issues around sexual maltreatment of patients and in addition the privileges of patients. Correspondingly, as much as it is important to get physicians to be more gender-sensitive, it is also critical to recognize the sex setting and gender context in which women physicians live and work. Respect from their male coworkers and a harassmentfree working zone could empower women physicians. Once esteemed, valued and respected, they will more likely provide a better quality of care service. It is also important to empower patients through a scope of techniques including educating them about their rights and raising awareness on how to stand against sexual and verbal abuses on the part of physicians.
Apart from stereotypes and expectations of patients, the physician-patient dyad could infl uence patient satisfaction. Same-sex physician-patient interactions are indicated to be characterized by more effective communication and stronger rapport than opposite-sex dyads. The physicianpatient interaction is one of the dimensions of medical service quality that comprises qualities more associated with communication. Patients evaluate the service quality on different grounds including their communicative interaction with their physician. Thus, gender plays a role in communication that would also affect the patient's perceived service quality. Sex cognizance and sensitization should be consolidated into the basic training of physicians that helps to better understand the sex dyads at medical encounters. A research gap exists as regards the impact of gender on the physician and patient interaction and the outcome of the service. The service quality literature has not adequately studied the area. This paper contributes to the scarce literature on the topic. However, this study analyzes only the communication dimension of a service. Hence, it cannot be generalized to all aspect of medical service quality. Further research is needed to investigate the other service dimensions of service quality (tangibility, responsiveness, empathy and reliability and assurance) and to explore the long-term and sustained impact of interventions. With all these dimensions being studied, a better understanding can be gained on how gender of a physician and patient affects service quality. Empirical research is needed to understand the reciprocal effect of the physician's gender-based behaviors in order to clarify if the behavioral differences in the communication styles of male and female physicians would result in a different behavior of patients that is directed back to the physician behavior. Finally, this study suggests gender diversity of the health workforce in medical care for a better quality of service and the patient's satisfaction. A gender integrating healthcare service enables the collective use of women's and men's potentials, knowledge, experience, and problem-solving skills, which has a positive effect on service quality.
The personality differences between men and women complement each other and yield a better output. Moreover, gender diversity helps avoid prejudice against women physicians and
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